We herein report a rare case of gastric and regional lymph node metastasis of cutaneous malignant melanoma that underwent curative resection. The patient, a 68-year-old man, was first diagnosed as having cutaneous malignant melanoma of the right forearm in 2005. He had extensive skin excision and axillary lymph node dissection and had undergone adjuvant chemotherapy. Six years after the primary surgery, gastrointestinal endoscopy revealed gastric metastasis of a malignant melanoma. As there was no other metastasis found, laparoscopic-assisted distal gastrectomy with lymph node dissection was performed. Microscopic findings showed diffuse melanin granule growth invading the muscularis propria of the stomach. Micrometastases of the lymph nodes were observed that were not detected by preoperative examination. Seventeen months have passed without recurrence. We conclude that regional lymph node dissection should be performed with gastrectomy whenever distant metastases are not observed, because there is a possibility of micrometastases, which cannot be detected preoperatively.
INTRODUCTION
Metastatic melanoma is a poor prognosis disease for which multiple metastases are often observed. Metastatic malignant melanoma of the gastrointestinal tract is said to be seen in 4% of patients. 1 Autopsy data indicate that the small intestine was the most commonly involved metastatic site (58%), followed by the stomach (26%). 2 However, most gastrointestinal metastasis are not discovered due to lack of digestive symptoms and mostly are accompanied with other multiple distant metastases.
We report a case with gastric and regional lymph node metastasis of malignant melanoma, which underwent curative resection by laparoscopic surgery. To our knowledge, this is the first case to report a curative resection of gastric metastasis and lymph node metastases of malignant melanoma.
CASE REPORT
A 68-year-old man was first diagnosed as having cutaneous malignant melanoma of the right forearm in 2005. He had extensive skin excision and axillary lymph node dissection. According to American Joint Committee on Cancer, 3 the histology was T4b, N0, M0, Stage IIc, and the patient underwent 4 courses of dacarbazine, nimustine, vincristine, and interferon-beta therapy as adjuvant chemotherapy. He had periodic survey for 5 years without recurrence.
He had gastrointestinal endoscopy for medical checkup in 2011, and an elevated tumor with ulcer and brownish punctate distribution was observed in the posterior wall of the lower gastric body (Figure 1) . From the upper gastrointestinal examination, a "bull's eye" configuration was observed and gastric metastasis was suspected. The bi-opsy confirmed the diagnosis as gastric metastasis of the malignant melanoma.
The laboratory test results were within normal limits except for slight elevation of the serum lactic dehydrogenase level 227 IU/L and the elevation of 5-S-cysteinyldopa 28.5 nmol/L. A contrast computed tomography (CT) scan showed tumor stain in the lesser curvature of the stomach. Lymph nodes' swelling and ascites were clinically negative on imaging. Positron-emission tomography (PET)/CT scans were also performed and a high-intensity spot was only seen in the lesser curvature of the stomach (Figure 2 ).
As there were no other metastases, laparoscopic-assisted distal gastrectomy with lymph node dissection was performed. The black tumor was 2 cm in diameter and sharply marginated with ulceration on the surface in the resected specimen (Figure 3) . Pathological findings of the tumor showed abundance of melanin granule with expansive growth and invasion to the muscularis propria of the stomach (Figures 4 and 5) . The junctional change in the overlying epithelium was not observed. Elastica van Gieson stain and D2-40 stain were performed; however, vascular invasion was beyond determination. Two perigastric lymph nodes metastases, stations no. 3 and no. 7 according to the Japanese Classification of Gastric Carcinoma, 4, 5 were also observed in the subcapsular sinus of lymph nodes ( Figure 6 ).
Postoperative course was satisfactory, and he started dacarbazine, nimustine, cisplatin, and tamoxifen therapy. Chest, abdominal, and brain contrast CT and gastrointes- 
DISCUSSION
There have been only few reports of patients with metastatic melanoma in the gastrointestinal tract who underwent surgery. Table 1 6 -13 summarizes the cases with gastrointestinal tract metastases from cutaneous malignant melanoma reported from 2000 to 2012. As reported, the small intestine was the most commonly involved metastatic site. In most cases, detailed examination was performed due to the digestive symptoms, and distant metastases were also detected. Because most cases had multiple distant metastases, reduction therapy were performed to control the digestive symptoms. The cases in which the metastatic site was localized and curative surgical resection was performed had better prognosis than the noncurative surgical resection cases did.
Three types of metastatic malignant melanoma in the gastrointestinal tract are observed by gastrointestinal endoscopy:
(1) nodules varying in size, usually appearing to arise on the crest of normal range, often ulcerated at tip, and invariably melanotic; (2) raised submucosal tumor masses with ulcerated centers; (3) mass lesions with varying degrees of necrosis and melanosis. 14 Types 1 and 2 were also recognized in our case. The difference between these 3 types of the appearance might be the size of the tumor. Enlargement of the tumor might cause the ulceration and necrosis of the center. Histological changes between primary and metastatic malignant melanoma is the absence of junctional change in the overlying epithelium. 15 The PET scanning for detecting melanoma metastasis had high sensitivity of 84% to 94% and specificity of 83% to 97%, whereas CT showed 55% to 58% sensitivity and 70% to 84% specificity. 16, 17 PET is the most sensitive method compared with conventional imaging, particularly in soft tissues, lymph nodes, and liver. It also helps to detect sites that are not routinely evaluated by CT. 17 Most patients have distant metastases; however, if the metastasis is localized and resectable, surgical resection should be tried. Some previous studies show longer median survival when curative surgery was performed than for those with nonsurgical treatment. 20, 21 Though chemotherapy is widely used as an alternative treatment, it has been difficult to improve the prognosis. Recently, immunotherapy with ipilimumab has been shown to improve overall survival 22 and molecular target therapy with vemurafenib has been shown to improve progression free and overall survival in patients with advanced malignant melanoma. 23 The combined modality using the new treatments might improve the prognosis.
CONCLUSIONS
In our case, lymph node metastasis was observed in the subcapsular sinus. This might suggest that resection of the metastasis lesion with lymph nodes dissection is recommended for curative surgery even if the PET scan is negative and might lead to a long disease-free interval.
